Aims: Physical illnesses account for the majority of excess deaths following psychosis; access to care and treatment is inequitable and schizophrenia has now been dubbed the life-shortening disease. We compared service-users and clinician's perspectives of their physical health assuming that one of the fundamental issues in prompting screening and treatment is the view that health is poor.
| INTRODUCTION
A number of national governmental bodies have now reached consensus that there is a need for better quality healthcare to address the medical needs of those with serious mental illnesses (Mental Health Taskforce, 2016; Public Health England, 2016) . Physical illnesses account for the majority of excess deaths and evidence shows a shorter lifespan of up to 17.5 years for people with major mental illness (Chang et al., 2011) . It is recognized that mental illness confers a higher risk of medical illness such as cardiovascular disease, diabetes, metabolic syndrome and a higher frequency of infectious disease such as HIV and Hepatitis C . Iatrogenic effects, illness effects and a higher prevalence of lifestyle risk factors for poorer health such as smoking, sedentary lifestyles and inadequate nutrition have been attributed to the increased burden of physical illness . At present, however, physical healthcare is inconsistently delivered. Rates of screening, monitoring and treatment occur at suboptimal levels comparing to those achieved in the general population, the quality of care delivered is poorer and the mortality gap is widening (Hayes, Marston, Walters, King, & Osborn, 2017;  HQIP and the Royal College of Psychiatrists, 2016; Mitchell, Lord, & Malone, 2012; Mitchell, Malone, & Doebbeling, 2009 ).
It is likely that a combination of factors related to service configuration, clinician orientation, patient attributes, social inequality and illness severity converge to create barriers to effective recognition and management of physical health problems Hayes et al., 2017; Robson & Gray, 2007) . Clinicians in primary care appear reluctant to intervene as they may feel ill-equipped to deal with multiple morbidities. This is evidenced by lower rates of prescribed medicine in primary care and reduced likelihood of being offered hospital care if attending the emergency department (Sullivan, Han, Moore, & Kotrla, 2006) . Factors relating to clinicians willingness to investigate † deceased and perceived ability in doing so are likely at play (Mitchell et al., 2012) .
On the contrary, some of the inequality is suspected to arise from lower rates of patient help-seeking Moore, Shiers, Daly, Mitchell, & Gaughran, 2015) and that people with psychosis are less likely to recognize when they have a physical health problem. To date, the possibility that service-users and clinicians evaluations of physical health may differ has not been fully evaluated.
Assuming one of the fundamental issues in prompting screening and treatment for a physical problem is a view that physical health is poor, we sought to examine the perspectives of both clinicians and serviceusers on level of physical health. We also sought to examine the differential correlates of physical health status viewed by clinicians and service-users to explore personal characteristics and aspects of illness and treatment that may influence physical health evaluations potentially providing new avenues for research in this important but previously neglected area of inquiry. Our sample contained those with first-episode psychosis (FEP) assessed prospectively in the early phase given the greater risk of onset of physical difficulties in this period.
| METHODS
In a sample of consecutive presentations to community mental health teams (CMHT; catchment area population approximately 390 000) with FEP during a 36-month period, we investigated both service-users and clinicians assessment of their level of physical health status. We measured these perspectives at treatment inception and 1 year later to ascertain a level of agreement and whether severity of illness was linked with perceptions of illness by either clinicians or service-users.
Standardized instruments were used at presentation (T1) and 1 year later (T2) which included Structured Clinical Interview for Diagnostic and Statistical Manual-IV (SCID-DSM-IV) (First, Spitzer, Gibbon, & Williams, 2002) , Scale for the Assessment of Negative Symptoms (SANS) (Andreasen, 1983) , Scale for the Assessment of Positive Symptoms (SANS) (Andreasen, 1984) , Calgary Depression Scale (CDSS) (Addington, Addington, & Maticka-Tyndale, 1993 ) and the Birchwood Insight Scale (Birchwood et al., 1994) . CDSS scores were skewed thus the square root of raw scores was used in bivariate and multivariable analysis. Functioning was assessed using the Global Assessment of Functioning Scale (Niv, Cohen, Sullivan, & Young, 2007) . Concordance with medication was measured using the Medication Compliance Interview and service use using the Client Socio-demographic and Service Receipt Inventory (Chisholm et al., 2000) . Duration of untreated psychosis and prodrome were measured using the Onset Questionnaire (Beiser, Erickson, Fleming, & Iacono, 1993) . Descriptive statistics were summarized using percentages, means and standard deviations and interquartile range with median where appropriate. We used the following bivariate and multivariable tests: paired sample t-tests examining differences between clinical and physical health scores at T1 and T2, independent t-tests measuring differences between binary sample characteristics, clinical variables and physical health in addition to differences between service-user and clinician views of physical health at T1 and T2, chi-square test exploring differences between diagnostic group over time and analysis of variance (ANOVA) to test differences in physical health by age banded in decades. Analyses were conducted using SPSS 22 (IBM Corporation, 2013) . The ethics of conducting this study have been carefully considered and ethical approval was granted from the respective organizations in which the participants were being treated.
| RESULTS
There were 128 service-users and 178 clinician assessments of physical health at inception into the study and 82 and 97 assessments, respectively, at 1 year. Characteristics are described for the 178 and 97 included in analysis at T1 and T2 in Table 1 including change over time. Measurements of physical health between service-users and clinicians were significantly different at T1 (t[122]= −6.4, P < .001) and at T2 (t[80]= −3.4, P = .001); clinician's rated service-users physical health better than they did themselves as seen in Table 1 . Seventyone per cent (n = 126) of the sample were under the age of 39. There were no correlations between age at T1 or T2 and any measure of physical health and stratifying age by decade revealed no differences between groups. Service-users rated their physical health worse at 1 year if they had more depressive symptoms (r = −.32, P = .003) and continued to take prescribed medicines >75% of the time (t[80] = −2.84, P = .006). At T2, clinician's rated service-users physical health more poorly if they had more positive symptoms (r = −.28, P = .007), negative symptoms (r = −.30, P = .003) and less insight into their illness (r = .26, P = .025). Service-users who continued to attend community mental health services (CMHT) at 1 year vs those who had been discharged or disengaged (72 vs 25) were rated as having poorer 
| DISCUSSION
We describe here the findings of a discrete study set within a larger epidemiological, catchment area study examining FEP outcomes. This study concerns the degree to which patient and clinician perspectives of physical health converge and whether socio-demographic and clinical factors influence each perspective. Regarding the former, it was anticipated that both perspectives would differ but it was not expected that service-users would be more pessimistic than clinicians about their physical health. It has been described that patient factors may influence recognition and help-seeking for physical illnesses due to positive and negative phenomenology or cognitive disturbances (Leucht, Burkard, Henderson, Maj, & Sartorius, 2007) although these data described here indicate that psychotic phenomenology do not impact self-assessments of physical health. Service-users views were influenced by depression as one would expect but their evaluations were also linked with medication adherence, a possible connection with the experience of adverse side-effects although evidence that adherence is linked with user perspectives of antipsychotic medication is mixed (Day et al., 2005) .
On the other hand, clinician attitudes are known to affect assessment of need and quality of care (Cabana et al., 1999) . Our finding that physical health assessments by clinicians are linked with positive symptoms is noteworthy as our sample was largely stable and in remission of positive symptoms. Indeed, one important barrier to equitable access to care for people with mental illness is clinician's tendency to consider complaints as expressions of illness or "diagnostic overshadowing" (Jones, Howard, & Thornicroft, 2008) . We view these findings as supportive of this notion although estimating the contribution of clinician perspective to the attainment of high-quality care is only one piece of a large, complicated puzzle. Similarly, our finding that clinicians rated physical health more poorly among those with continued attendance at mental health services warrants more comprehensive investigation which has been elusive and is less workable due to the nature of researching hard-to-reach, disengaged or discharged groups. Our report here comprises a preliminary investigation of a possible factor that influences clinicians and service-users perspectives of physical health though we were unable to validate either perspective with anthropometric measures of physical health which would have elucidated these relationships further. The mechanism by which physical health perspectives of either service-users or Transformed to the log Base10 for bivariate statistical analysis. ***Significant at the level P < .001; *significant at the level P < .05.
clinicians contributes to episodes of missed diagnosis and care needs further evaluation in those with FEP (Jones et al., 2008) . Nonetheless, reconciling service-users and clinicians views on physical health and treatment efficacy may be an important step towards promoting collaborative decision-making and accurate detection and diagnosis of physical health conditions in people with serious mental illness (Cabana et al., 1999) .
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